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Quality Employment Solutions ® 

Vocational Rehabilitation 
Nebraska Department of Education 

Team ID:______________ 

Training Scholarship Invoice 
 

Company Name ________________________________________________  

Address ________________________________________________  

 ________________________________________________  

City, State, Zip ________________________________________________  

 

Trainee Name _____________________________________________ 

SSN _____________________________________________ 

TRAINING PERIOD COMPLETED 

From ________________________  To  _____________________  

 
Training Fee  ____________________  (prorated by week, if entire training period is not completed) 

___________________________________________________ ____________________  
  Consumer Signature Date 

___________________________________________________ ____________________  
  Worksite Supervisor Signature Date 
 
Upon completion, please keep one copy and return original to VR 

 

 _____________________________________________________  
 Voc Rehab Specialist Signature Date 
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